(Montreal. Quebec, Canada). We obtained data on case-patients given a diagnosis of T. b. rhodesiense HAT at a HAT treatment unit in Uganda. These diagnoses were reported to the National Sleeping Sickness Control Program of the Ministry of Health (4, 6) . Data were assigned locations by parish, and analyses focused on spatiotemporal trends in case occurrence. The fi nal cleaned dataset contained 2,501 reported cases of presumed T. b. rhodesiense HAT.
In the past 10 years in Uganda, 140 cases of fatal T. b. rhodesiense HAT have been reported. However, given estimates of underreporting and cessation of active surveillance, actual deaths are likely > 1,700 (170 deaths/ year) (6) . Notably, mortality rates have increased from an average of 5% in the early 2000s to ≈10% in later years, and rates have been higher in recently affected districts. This pattern is predominantly driven by higher mortality rates in newly affected SOS districts in central Uganda, in which diagnostic and treatment delays are higher, and from which an increasing proportion of HAT cases are originating.
Patients in SOS intervention districts were more likely to report cases in late stages of the disease (p<0.01, by χ 2 test). HAT data indicate seasonality of this disease; incidence is higher during January, February, and March (p = 0.04, by Mann-Whitney test). Seasonality of HAT incidence has been noted elsewhere and linked to seasonal infl uences on tsetse habitat suitability. We propose that seasonality of cattle trading may also play a role because cattle purchases increase before the Christmas season, which promote pathogen spread and increased transmission. This fi nding is consistent with research highlighting the role of livestock markets in the spread of T. b. rhodesiense in central Uganda and would further support a body of literature suggesting, as espoused by the SOS initiative, that control of animal reservoirs of the disease is a critical component of intervention measures (2, (7) (8) (9) . Implementation and enforcement of regulations for treatment of cattle before sale at markets would also contribute to limiting spread (9,10);
Interventions in districts in central Uganda in which convergence is predicted have been slow and incomplete. If convergence has occurred, this fi nding indicates that a specifi c region in Africa has had concurrent infection with both causes of HAT, with implications for prevention, treatment, and control. Since 2000, Uganda has had continued northward spread of T. b. rhodesiense infections, reducing the distance with TbG to <100 km, which we believe is a conservative estimate. Reinstatement of active surveillance of HAT and support for central data collection in Uganda are long overdo and warranted immediately. 
